Patient-centered care means partnering with
Several new initiatives support patient-centered patients. It means arranging health care in care, including the directive on panel size such a way that patients routinely participate in released earlier this year to ensure that resources decisions about their own treatment. It means match demand. The directive sets a panel size creating an atmosphere where staff naturally standard and identifies quantitative adjust solicit patients' input and accept that input ments based on factors such as the number of with respect. It means building a system that exam rooms and the number of support perdoesn't waste patients' time, offers easy access sonnel. As described in this directive, continu to care, and meets patients' needs for informa ity of care, enrollment to panels, and adjust tion, education, and preventive care. Most ments to panel size serve as a structural foun importantly, patient-centered care means better dation for patient-centered care, even though outcomes for patients -and rewards for staff these things are largely invisible to patients. in knowing that they provide excellent care.
Ultimately, however, patient-centered care Patient-centered care also means hard workthrives where innovative leaders and dedicated otherwise, we would see more of it.
staff members join forces to care for veterans. Each time a patient calls for an appointment, At VA, patient-centered care has become contacts a nurse advice line, or visits one of increasingly important as we've shifted our our clinics, we have an opportunity to exceed focus from inpatient to outpatient care. that veteran's expectations. Each staff member Although we maintain a large number of who encounters a patient should understand robust medical centers -more than 150 -and practice the fundamentals of patient-VA now operates more than 800 communitycentered care. based outpatient clinics. This is all part of a strategic move to establish primary care near Patient-centered care is largely determined by where our veterans live. To make this strategy the rules that define the health care environ work, we need a more effective approach to ment. All medical facilities have rules. Rules patient encounters, and that's where patientdetermine what patients may or may not do, centered care comes in.
from the moment they enter the parking lot until they leave. And while the rules differ, The Employee Education System and the they probably have one thing in common: Primary Care Central Office promote patientThey were made by the facility staff, with little centered care within VA through our national input from the patients themselves. Rules meetings, conference calls, and educational may either serve as a source of patient dissatis presentations. Advanced Clinic Access coaches faction or they may form a solid foundation for support patient-centered care through a variety patient-centered care. of meetings and their soon-to-be-released handbook.
Case in point: A new medical center direc tor heard from his staff how they had solved a persistent problem, that of patients showing up late for their appointments. The solution seemed simple. The staff made a rule to have the front desk clerks tell any patient who showed up as little as five minutes late that he or she would not be seen and must re-schedule.
The director later attended a meeting that included many patients. There he heard a very different story. The patients told him how long they had to wait for appointments. When they finally arrived for the appoint ment, the nearest parking space was blocks away. When they entered the hospital, they found no one to give them directions. And of course when they finally got to the clinic, the clerk told them they were late, their appointment was canceled, and they should return home and call for another appointment.
At the next staff meeting, the director explained that the rule had to be changed. Staff members, wanting to accommodate the new director, recommended that the grace period be extended to 10 minutes.
The director knew that the battle for patient loyalty was often won or lost at a clinic's front desk. He told staff they should never create a situation where patients would automatically be turned away. Whether the patient was 30 minutes late or a day late, the response should always be: "We are glad to see you. Sorry you missed your appoint ment. Let's see if we can work you in, but if we can't, I'll help you get another appointment."
He then enlisted a group of volunteers, gave them red jackets to wear and assigned some to drive golf carts to distant parking lots to pick up patients -a job the volun teers loved. (Some innovative VA medical centers have created valet parking services to help ensure that their patients arrive on time). Other red jacket volunteers were assigned the task of providing directions to patients entering the lobby. Then the director developed a customer service train ing program for the entire staff and began to deal with the access problem. This is just one example of how to create a patient-centered environment.
As we care for service members returning from their missions across the globe, we should review our rules and how they are perceived by today's veterans, who may have different needs and preferences than our established veterans. For example, continued on page 8
Resources on Patient-Centered Care
The Advanced Clinic Access Handbook, now under development, will be an excel lent source of information for VA staff. VHA Information Letter 99-02 promoted shared decision-making, a component of patient-centered care. We had hoped to have a new HSR&D Director by the time John retired, and a search yielded some excellent candidates. However, because of the rapidly changing environment in Central Office and the imminent turnover in leadership at several levels, the position will not be filled at this time. We anticipate that the search will be reopened in the near future.
Meanwhile, I am privileged to serve for the third time as Acting Director of HSR&D. I expect this next year to yield both challenges and opportunities. We have expanded our capacity to meet grow ing demand among managers and clini cians for answers to questions they face in caring for patients, and for enhancing evidence-based practice and management. We have implemented a new system of program and portfolio management, which we hope will enhance program effectiveness and responsiveness. As described in this issue of FORUM, meet ing the needs of patients remains the focus of our attention. In helping to make effective care more staff and for health services researchers.
patient-centered, investigating and dissemi Just as patients and clinicians work best nating results quickly will be an even together, teams made up of VA clinical greater challenge. managers, staff, and researchers will be in the best position to evaluate whether orga Chronic care is an important issue for many nizational redesign, structural enhancements, veterans. Research is needed to identify and other accommodations intended to and implement effective strategies to help facilitate the provision of patient-centered patients with chronic illness be informed care-such as those described in Dr. Cross' and activate health care consumers and to commentary-produce desired results.
help them improve their ability to selfmanage their care, consistent with the Clinical staff in a patient-centered VA chronic care model. With its Computerized health care system will actively seek to elicit Patient Record System, the VA may be an patient preferences about health care deci ideal health care system for researchers to sions, and will demonstrate that patients develop and test innovative informatics are valued by responding to stated prefer tools to help support patient self-management ences when an alternative course of care is of chronic illness. For instance, the Office not clearly indicated. Indeed, evidence has of Care Coordination has a specific focus on suggested that patients may experience evaluating technology that will improve the more favorable outcomes when they receive ability of patients and clinicians to commu the care they prefer; and quality improve nicate important care information quickly ment interventions that support patient and easily between the patient in his home choice have been shown to improve the and the physician in her office. likelihood of patients receiving preferred treatments.
More fundamentally, developing a health care system that is truly patient-centered To help ensure that patient preferences will likely require VA researchers to increas reflect informed decisions about care alter ingly incorporate participatory research natives, researchers will need to partner methods into their work, where veterans are with patients and clinicians to develop provided the opportunity to have a more effective patient education tools and strate active voice in setting the research agenda, gies to enhance patient awareness of the defining the specific issue(s) to be addressed most effective evidence-based treatments.
in quality improvement research initiatives, ■ teamwork (emphasis on collaboration organizations. A number of studies have among departments and employees) pointed to the importance of teamwork or employee collaboration in particular as ■ entrepreneurial (emphasis on calculated being associated with such positive outcomes risk-taking and innovation) as the implementation of quality improve ■ bureaucratic (emphasis on formal poli ment processes and lower nurse turnover.
cies and chain of command) However, we could find no studies that examined the relation between teamwork ■ rational (emphasis on task completion culture and one key health care outcome:
and production) patient satisfaction. This is a potentially important area of inquiry for VA where
The NQIS survey questionnaire was mailed patient satisfaction is used as a measure of to as many as 150 employees at each VHA performance. Why might teamwork culture hospital, based on a stratified random sam affect patient satisfaction? We believed that pling procedure. A total of 16,405 employees the connections could be both direct and were surveyed; 8,454 (52 percent) responded. indirect. On one hand, a culture emphasiz ing teamwork may help cultivate effective
We obtained data on patient satisfaction from coordination among health care providers, the VHA national database created and which several studies have shown to be pos maintained by the Office of Quality and itively associated with quality of care. More Performance. For this study, we used the indirectly, social exchange theory and inpatient and outpatient satisfaction data col research on "service climate" suggest that lected in 2000, the year for which the orga the exchange of support among employees nization culture data were also available. who collaborate to serve customers will strengthen employee motivation to provide Ultimately, we collected complete data for excellent service, which in turn could lead 125 acute-care facilities. Among the four to higher customer satisfaction.
types of culture, bureaucratic received the highest score (mean = 44.1), followed by We set out to test the hypothesis that a rational (23.7), teamwork (18.6), and entre teamwork-oriented culture in hospitals was preneurial (13.2). Thus, the bureaucratic positively associated with patient satisfaction dimension was most prevalent across VA using the extensive and unique national hospitals and entrepreneurial the least. The databases available in VA. Specifically, mean hospital-level score for inpatient satis organizational culture data were obtained faction was 73.6 and the mean hospital-level from a survey of VHA employees that we score for outpatient satisfaction was 79.2. conducted in 2000 as part of the National Quality Improvement Survey (NQIS). A Our analysis showed that two of the four component of that survey, yields scores on culture dimensions were statistically signifi a 0-100 scale for four dimensions of cul cant in the inpatient models. Specifically, teamwork culture was positively associated with inpatient satisfaction and bureaucratic culture was negatively associated with inpa tient satisfaction.
We found that teamwork culture had the strongest relation to patient satisfaction. In the study sample, organizations with rela tively high scores on teamwork culture had significantly better inpatient satisfaction scores. The research literature suggests that a relation between teamwork culture and inpatient satisfaction may be mediated, at least in part, through more effective coor dination among employees and through greater cohesion among employees working toward the same goal.
The relation between bureaucratic culture and inpatient satisfaction was somewhat smaller but negative: the greater the emphasis on bureaucracy, the lower the level of inpatient satisfaction. Certainly, in a hospital setting, adherence to rules and regulations is necessary to ensure quality control in the delivery of patient care. However, a high emphasis on bureaucratic culture may deter employees from finding new ways of improving patient care that contribute to better patient satisfaction.
Outpatient satisfaction was not related to any of the culture dimensions. This find ing might reflect in part the relatively limit ed amount of time that some patients have with their hospital and its employees when receiving outpatient care.
This study extends a growing line of research demonstrating the importance of teamwork culture to the performance of health care organizations. Our investigation is the first we are aware of to examine the relation between independent measures of organi zational culture and patient satisfaction. ■ Grounding treatment decision-making in patients' preferences is at the core of patient-centered care. Yet incorporating preferences into end-of-life decision-making poses considerable challenges. Several studies supported by HSR&D have helped to elucidate these challenges and provide the data and tools necessary to overcome them.
In order to make patient preferences a part of everyday treatment, we must first find a way to elicit those preferences in a way that is meaningful to patients. Other research has shown the importance of treatment outcomes to decision-making among the elderly. We developed a novel instrument to elicit preferences based on a comprehensive assessment of patients' attitudes toward treatment burden weighted against the like lihood of desired versus undesirable out comes.
The instrument pairs descriptions of lowburden and high-burden therapies with a range of possible outcomes, such as physical and cognitive impairment. It first asks the patient whether he or she would want therapy if the outcome were known with certainty and then as the likelihood of the outcome varies. Using visual aides, the instrument allows patients to consider the complex con cept of uncertainty in their preferences.
We administered this instrument among 226 older persons with advanced congestive heart failure, chronic lung disease, and can cer to illustrate the central role that health outcomes play in the preferences of elderly people. We found that many more patients chose not to have therapy on the basis of a poor outcome than on the basis of the bur dens imposed by the therapy. In addition, a large majority of patients were unwilling to risk an outcome of severe physical or cogni tive impairment.
This study and the work of other VA investi gators help shift the framework for eliciting preferences, from one based on preferences for specific treatment interventions, such as resuscitation, to one based on preferences for the outcomes of those interventions.
"The outcomes patients desire for themselves frequently differ from the outcomes that caregivers desire for the patient."
A second challenge to ensuring patiententered end-of-life care involves communi ation between patients and caregivers, who requently are called upon to make decisions n behalf of seriously ill patients. Examining atient-caregiver pairs in this same study roup, we found that large proportions of oth patients and caregivers desired greater ommunication with one another. nfortunately, these desires were frequently ismatched. making. Considering that more than 60 per radical retropubic prostatectomy (RRP), exter cent of our geriatric patients had at least one nal beam radiation therapy (XRT), brachythera impairment, we conclude that older age can py, hormonal therapy, or watchful waiting have serious effects on the patient's ability to (WW). With the exception of watchful waiting, participate in a shared decision-making process. each of these treatments is associated with sev eral side effects, such as sexual functioning Race is another factor often cited as a barrier to and incontinence with RRP, bowel function screening, access to care, and treatment. In with XRT, and hot flashes and impotence with our study, we found that low literacy may be an hormonal therapy.
even more significant barrier than race in the case of prostate cancer patients. We found that Because of these considerations, physicians African American men had higher PSA levels have begun to work with prostate cancer (median of 9.8 versus 6.3 ng/ml) and were patients to choose the treatment that would more likely to have literacy skills below a sev work the best for the patient. This process is enth-grade level (25.3 percent versus 9.7 per termed shared-decision making. In our cur cent) than white men. But after adjusting for rent study of newly diagnosed prostate cancer age, annual income, marital status, and site of patients at four sites in the Chicago area, care, individuals with low health literacy skills including two VA hospitals, we have found two were 2.1 times as likely to have high PSA levels barriers that may affect shared decision-mak at the time of diagnosis, while the odds of pre ing: older age and low literacy skills.
senting with an elevated PSA were similar for African American versus white men. This Of the 258 patients participating in our information is significant because patients pre study, 134 were over age 65. These geriatric senting with higher PSA levels and low health patients were assessed for impairment using literacy may have greater difficulty understand several validated tools, including the Mini-Cog, ing educational materials about their treatment Mini Nutritional Assessment Short Form, and options and gaining access to health care sys the Vulnerable Elderly Survey. Impairments tems, including the VA. dentified included: no social support (33 percent); cognitive impairment (33 per
The availability of different treatments for cent); increased risk of decline in activities of prostate cancer enables each patient to work daily living and death (13 percent); mobility with his physician to choose a treatment that is (11 percent); undernutrition (19 percent); sen most appropriate and will provide the best sory impairment (36 percent); depressive quality of life for him. It is important for mood (7 percent); and lack of social support (6 physicians to recognize and address barriers to percent).
shared decision-making, such as older age and low health literacy. ■
HSR&D National Meeting
The Veterans Health Administration faces many challenges, including the aging of and increasing preva lence of significant medical comor bidities among the veteran patient population. The 2005 HSR&D National Meeting will address these challenges with the theme "Improving Care for Veterans with Chronic Illnesses." The confer ence will be held February 16-18, 2005 in Washington, DC. VA health services researchers will come together to present a broad array of their research methodolo gies and results with particular emphasis placed on productive patient/provider interactions, specifically improvements in care that are evidence-based, population-based, or patientcentered.
we're seeing increasing numbers of women We're also seeing more veterans who enjoy veterans. Rather than make assumptions, using computers. They may rely on the we should ask them how they would like Internet for medical advice. One innovative their health care environment arranged.
VA medical center, recognizing the impor Several small studies have indicated that tance of Internet access for this generation women veterans have mixed opinions of veterans, created a special room where about enrollment to separate "women-only" patients could surf the Internet during their clinics. However, we do know that privacy inpatient stay. is paramount to them. Remember that simple things can make a big differenceFinally, let's recognize that having the patient to all patients. For example:
come to see us is not always the best answer.
Patients respond well to phone follow-up ■ Always knock before entering the exam for some conditions. And as we figure out room if the patient is already there (and how to meet the requirements of the Health wait for a reply!).
Insurance Portability and Accountability Act, more providers will stay in touch with ■ Ask for permission before allowing any their patients via email. As technology one else to enter the room or participate in advances, more and more health care moni any part of the exam.
toring will be performed in the comfort of ■ Ensure that privacy curtain is used and the patient's own home, or in the workplace. arrange the room for maximum privacy during gynecological exams.
Many VA facilities are already providing patient-centered care, even if they have not Many of today's returning veterans are put that label on it. But many improve young, and they may be accompanied by ments can be made. Research can help us small children. How will our patientbecome more patient-centered by identify centered medical facilities accommodate ing best practices for meeting the needs of them? Some medical facilities, recognizing our changing veteran population. the difficulty and expense of arranging for child care, allow patients to bring their So, let us take pride in our progress, under child into the exam room during the par standing all the while that there is always ent's routine visit.
more to be done. ■
